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Abstract 
Breastfeeding has significant health benefits to both infant and mother. Despite the recognition 
of such benefits from both the medical and public health community, breastfeeding initiation and 
duration rates are below the established goals of Healthy People 2020. This is especially true for 
economically disadvantaged women. This study conducted an analysis of public policies aimed 
at increasing breastfeeding initiation and duration rates by triangulating primary and secondary 
data from policy and content experts via interviews and the review of medical and public health 
literature.  Thematic content analysis was used to identify, analyze and report on themes from the 
interviews and literature. Several commonly reported themes that negatively affect a mother’s 
decision to breastfeed include misinformation on breastfeeding, lack of provider support, and 
workplace barriers. Commonly reported themes that positively influenced a mother’s decision to 
breastfeed include self-determination, family and provider support, peer counseling, a work 
environment supportive of breastfeeding, and clinical practices that support the breastfeeding 
relationship and the mother-baby dyad. These findings provide an opportunity for public health 
leaders to promote those positive influences and address barriers through the lens of the socio-
ecologic model, spanning policy to community and individual interventions. These opportunities 
include clarifying and enforcing existing regulations, advocating for a national paid family leave 
program, a mandate that hospitals adopt clinical practices supportive of breastfeeding, and 
support for peer counselor programs.  
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Health professionals and public health officials have promoted the benefits of 
breastfeeding for infant and maternal health. Due to the protective factors of breastfeeding, the 
World Health Organization (WHO) recommends exclusive breastfeeding for at least six months 
(World Health Organization [WHO], 2015a). Given the significant health benefits of 
breastfeeding, determining which policies and practices best support this healthful behavior is 
paramount to its promotion. Furthermore, existing policies shed light onto what barriers currently 
exist that can guide decision making for future policies to help increase the number of women 
who breastfeed exclusively for the recommended six months. This paper explores what policies 
that affect breastfeeding have been enacted, whether they have been effective and what barriers 
exist that could be addressed through further policy and advocacy work.  
This paper analyzes national, state and institutional polices that effectively promote 
breastfeeding through a systematic review of medical and public health literature. The purpose of 
this study is to use a multifaceted, comprehensive approach to indentify barriers to breastfeeding 
and how these barriers can be addressed through further policy work to increase breastfeeding 
rates for US families. Public health leaders can use these findings, which are synthesized into the 
levels of the Socio-Ecologic Model, to outline and design interventions across the levels that can 
be affected by policy in support of breastfeeding. Well-designed evaluation studies that focused 
on the outcome of exclusive breastfeeding for six months were reviewed. Primary data on 
policies that promote breastfeeding, current policy barriers and breastfeeding best practices that 
could be supported by policy was collected through interviews with breastfeeding policy experts 
and with breastfeeding advocates who work with nursing families daily. Understanding whether 
policies improve breastfeeding rates is vital due to the significant health benefits of breastfeeding 
to both infant and mother. 
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Methods  
This is a qualitative study that triangulates medical and public health literature and 
primary data from interviews with policymakers and content experts to generate information on 
effective policies in support of breastfeeding. A multifaceted, comprehensive approach was 
employed to explore the barriers and supports that influence breastfeeding rates in the US. 
To understand the role of policy on a mother’s likelihood to initiate and maintain 
breastfeeding for the recommended six months, a literature review of policy and research papers 
aimed at improving breastfeeding initiation and duration rates was conducted. The databases 
PubMed, Google Scholar and Articles + were used to search for English-language articles 
published from 1999 onward that evaluated, proposed or studied policies aimed at increasing 
breastfeeding initiation and duration. Studies before 1999 were excluded as the first US national 
policy regarding breastfeeding, the Right to Breastfeed Act, was passed in September of 1999. 
Additional abstracts were hand-searched from the citations of other sources. The search terms 
“breastfeeding policy” OR “US breastfeeding policy” OR “breastfeeding policy” AND “low-
income” OR “women of color” OR “socio-ecological model” were used for the queried 
databases. The criterion for selecting articles was developed from the literature review and 
conversations with interview respondents, and was subsequently organized into two tiers. All 
articles were evaluated based on specific criteria described in Table 1. Tier one is focused on 
inclusion criteria. The second tier included articles that supported the research topic. 1,652 
articles were located through the query. Based on inclusion criteria, and removing duplicate 
articles, 68 articles remained and their abstracts were reviewed compared to the second tier 
criteria, leaving 32 articles that were included in this review.  
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Table 1. Literature Review Criteria 
Tier I defined the population, intervention, topics, study design and exclusions: 
1. Population: US residents who are breastfeeding or of child bearing age as well as 
low income women and women of color. 
2. Intervention:  National and state policies promoting effective breastfeeding 
strategies. 
3. Topics: Includes information on improved rates or promising practices, barriers, 
and benefits. 
4. Study Design: Information about an evaluation of policy. 
5. Dates: Post 1999 
Tier II identified more detailed criteria for articles that specifically evaluated the efficacy 
of policies and practices towards increasing breastfeeding initiation and duration rates to 
six months: 
1. Evidence of how policies impact breastfeeding rates, leading towards increased 
breastfeeding initiation and duration. 
2. Evidence of which demographic group(s) benefits from the enacted policies.  
3. Evidence-based policy recommendations that lead towards increased 
breastfeeding initiation and duration to the recommended six months. 
4. The type of study design: scientific, observational or examples offered. 
5. Outcomes are reported in improved rates and/or promising practices. 
6. Populations included low-income women or women of color. 
7. Analysis of benefits and barriers to breastfeeding. 
8. Included two or more components of the Socio-ecological model. 
 
Primary data was sourced from five interviews with policymakers, stakeholders and 
content experts in breastfeeding policy. Approval from the Institutional Review Board at the 
University of North Carolina at Chapel Hill was received to conduct the in-depth interviews. 
Interviewees were identified through research on the topic, through literature reviews and by 
recommendation from other respondents. Interviewees who were involved in policy evaluation 
and recommendations, or working to improve breastfeeding practices at the policy, institutional 
or community level were contacted. Interviewees were recruited through a standard email 
invitation. Five telephone interviews were scheduled out of seven requests. At the beginning of 
each interview an explanation and agreement was read, seeking the respondent’s permission to 
use their name and direct quotes from the interview. Any requests for anonymity were respected. 
The interview template and fact sheet with interview questions can be found in Appendix 1. 
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 All interviews were transcribed by the principal investigator and were coded by hand 
based on thematic organization, using thematic mapping as a tool. Interviews were used to 
increase the understanding of breastfeeding policies and to supplement information of best 
practices, barriers and existing polices gleaned from the literature. Interviews were also 
instrumental towards identifying criteria for assessing effectiveness of the policies found in the 
literature by framing what has worked in the respondent’s experience and where they perceive 
barriers in policy regulation and enforcement. 
Results 
Literature Review  
Socio-Ecologic Model. The Socio-ecological model (SEM) is a tool for understanding 
health determinants, interventions and evaluation by focusing on the connections and 
relationships among multiple determinants affecting health (Institute of Medicine [IOM], 2003). 
Although there are multiple versions of the Ecological model, all incorporate individual and 
environmental factors and recognize iterative processes and interacting levels. Ecological models 
are effective for developing comprehensive interventions because they inherently include 
multiple levels of influence (Sallis, Owen, & Fisher, 2008). The SEM is based on the core 
concept that behavior has multiple levels of influences that include intrapersonal, interpersonal, 
institutional, community, and policy. The importance of super structural levels to Ecological 
models, absent from the SEM, has been advocated to stress the importance of how “macrosocial 
and political arrangements, resources and power differences result in unequal advantages” 
(Winch, 2012, p. 29). Manifestations of the super structural level include poverty, sexism, racism 
and homophobia. 
The purpose of the SEM is to inform the development of comprehensive interventions 
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and approaches that systematically direct change at multiple levels of the model (Dunn, Kalich, 
Henning, & Fedrizzi, 2014). As behavior change is most likely when interventions span the 
levels of the SEM, it is necessary to identify those polices that impact breastfeeding initiation 
and duration rates, as policy changes are projected to influence entire populations compared to 
interventions that are focused on individual participants (Sallis, Owen, & Fisher, 2008). This 
paper will use the SEM for its holistic approach to understand the determinants that affect the 
breastfeeding relationship.  By focusing on the policy level, this paper explores how public 
health leaders can use policies to address barriers and promote change in other levels of the 
SEM. Interviews with key informants provide perceptions on the factors that affect whether the 
breastfeeding relationship is established and what policies and practices could be implemented to 
increase the success of this relationship. Although very relevant and influential, super structural 
influences will not be addressed as they are outside the scope and breadth of this paper. 
Breastfeeding Health Benefits. Breastfeeding is the optimal source of nutrition for 
newborns (American Academy of Pediatrics [AAP], 2005). Infants benefit from breast milk, 
which contains antibodies that protect them from bacteria and viruses. Breastfed children also 
have fewer ear, respiratory and urinary tract infections and have diarrhea less often (Ip, et al., 
2007). A study conducted on the economic impact of breastfeeding found that by increasing the 
percentage of infants who were breastfed to the target levels of Healthy People 2010, an 
estimated $3.6 billion would be saved annually. The savings were based on direct costs, such as 
from formula, physician fees, hospital and clinic visits, and laboratory costs and indirect costs, 
such as time spent away from work to be with a sick infant. Also included was the cost of 
premature death (U.S. Department of Health and Human Services [HHS], 2011).  Another study 
evaluated costs from additional illnesses and disease including hospital costs from lower 
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respiratory tract infections, sudden infant death syndrome, childhood obesity, and childhood 
asthma. This study found that if guidelines to exclusively breastfeed for six months were 
followed by 90% of US families, $13 billion would be saved annually from reduced direct 
medical and indirect costs, as well as the cost of premature death (HHS, 2011).  
Breastfeeding also provides long-term preventative effects for the mother. A study in the 
US found that breastfeeding was associated with a small reduction in the risk of breast cancer. 
Women who ever breastfed compared with those who never breastfed had an adjusted relative 
risk of 0.87 (Leon-Cava, et al., 2002). The study also found that there was a greater reduction of 
risk with longer durations of breastfeeding in a lifetime, as women who breastfed for more than 
24 months had a relative risk of 0.73 (Leon-Cava, et al., 2002). Studies conducted outside of the 
US have indicated higher associations of this protective factor of breastfeeding durations to the 
reduced risk of breast cancer. This is likely due to the low prevalence of longer breastfeeding 
durations in the US compared to non-Western societies (Leon-Cava, et al., 2002).  
Another study on cardiovascular disease estimated that among women who never 
breastfed compared with those who breastfed for more than 12 months, 42.1% versus 38.6% 
would have hypertension, 5.3% versus 4.3% would have diabetes, and 9.9% versus 9.1% would 
have developed cardiovascular disease when postmenopausal (Schwarz, et al., 2009).  This same 
study found that women who breastfed for 7-12 months were significantly less likely to develop 
cardiovascular disease (hazard ratio 0.72, 95% confidence interval 0.53-0.97) than women who 
never breastfed (Schwarz, et al., 2009).   
Current Breastfeeding Rates. The Centers for Disease Control and Prevention (CDC) 
approximates that in 2010, 76.5% of mothers initiated breastfeeding, but only 16.4% of these 
mothers were still exclusively breastfeeding six months later (Centers for Disease Control and 
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Prevention [CDC], 2013). The Healthy People 2020 initiative has a national goal focused on 
increasing the proportion of infants who are breastfed. The first objective is to increase those 
infants who are ever breastfed from 74% (2006 data) to 81.9%. Another objective focuses on 
infants being exclusively breastfed to six months from 14.1% (2006 data) to 25.5% (Healthy 
People 2020, 2015). National and state data on breastfeeding rates is located in Appendix 2.  
History of National and State Breastfeeding Policies 
National policies on breastfeeding. A version of the Right to Breastfeed Act was 
included in the Treasury-Postal Appropriations bill, which was signed and enacted on September 
29, 1999. Its purpose was to support and protect breastfeeding mothers who nursed in public in 
Federal buildings and on Federal properties (United States Breastfeeding Committee (USBC), 
2015). This legislation was one of the first policies to support breastfeeding in the US by 
highlighting the importance of breastfeeding at a national level and intending to shift culture 
towards being pro-breastfeeding. Since the passage of this legislation, both national and state 
polices have been enacted to promote breastfeeding, including the Family Leave Medical Act 
(FMLA) in 1993 under President Bill Clinton, allowing up to 12 weeks of unpaid leave for 
eligible employees to care for a newborn, a newly adopted child, or to recover from their own 
serious health conditions, including pregnancy. Before the FMLA, policy that addressed 
maternity leave nationally did not exist. This policy is intended to facilitate a mother’s ability to 
stay with and care for a newborn without the threat of loosing employment.  
More recently, the Affordable Care Act (ACA) has included provisions to support 
nursing mothers. The ACA amended a section of the Fair Labor Standards Act which requires 
employers with 50 or more employees to provide break times and a place, other than a bathroom, 
for hourly paid workers to express breast milk at work. The law mandates that a "reasonable" 
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amount of time be provided and they are required to provide this until the employee's baby turns 
one year old (United States Department of Labor, nd). Further, the ACA requires that health 
insurance plans provide breastfeeding support, counseling, and equipment for the duration of 
breastfeeding. 
State policies on breastfeeding. A range of laws support breastfeeding across the US. 
Forty-nine states have laws that allow women to breastfeed in any private or public location; 29 
states exempt breastfeeding from public indecency laws; 27 sates have laws related to 
breastfeeding in the workplace; 17 states exempt breastfeeding mothers from jury duty or allow 
jury service to be postponed; and five states have implemented or encouraged the development 
of a breastfeeding awareness education campaign (National Conference of State Legislators 
[NCSL], 2015).  
National and state policies effectiveness on increasing breastfeeding rates: Robust 
studies on the effectiveness of policies to support breastfeeding are imperative to developing and 
passing further legislation to support this healthful behavior. On a national level, there were few 
studies that examined the question of whether enacted policies effected breastfeeding rates. One 
study appraised the adequacy of the evidence base by reviewing existing studies, to promote and 
support breastfeeding rates and found that there were not a significant amount of studies, 
consistent in outcomes and without methodological flaws to make sound policy 
recommendations for breastfeeding support (Renfrew et al., 2007). This study recommends the 
inclusion of more robust evaluations of polices and practices related to breastfeeding rates to 
increase the integrity of the evidence base (Renfrew et al., 2007). However, other studies have 
compared leave taking with maternity leave policies and have found associations where mothers 
took 16% more lave during the month of the childbirth when leave policies were in place (Han, 
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Ruhm, & Waldfogel 2009). Maternity leave taking has been associated with small increases in 
birth and infant health outcomes such as increases in birth weight, a mean 22 gram increase, 
decreases in the likelihood of a premature birth, a 0.8 percentage point decrease, and substantial 
decreases in infant mortality, a reduction in 1.6 deaths per 1000 births (Rossin, 2011). This study 
evaluated the effect of the unpaid maternity leave provision in the FMLA on infant health 
outcomes in the US (Rossin, 2011). Although this study did not look at breastfeeding rates 
specifically, the study observed that the results were linked to the fact that a mother, who was 
able to take the benefit, would have more time to care for an ill child, to breastfeed or to seek 
medical care when she is able to have time off of work as provided by the FMLA (Rossin, 2011). 
As different states have enacted various breastfeeding laws, the comparison of state 
breastfeeding rates with these laws offers a robust evaluation. Several studies have investigated 
whether state laws impact breastfeeding initiation and duration rates. Hawkins, Stern and 
Gillman found that state laws appear to increase breastfeeding rates, as breastfeeding initiation 
was 1.7 percentage points higher in states with new laws to provide break time and private space 
for breastfeeding employees (2013). Another study assessed the relationship between 
breastfeeding rates with state laws supportive of breastfeeding. The findings supported the notion 
that laws can impact breastfeeding rates. The two laws that had the highest association with 
increased breastfeeding at six months was an enforcement provision for workplace pumping laws 
[OR (95 % CI) 2.0 (1.6, 2.6)] and a jury duty exemption for breastfeeding mothers [OR (95 % 
CI) 1.7 (1.3, 2.1)] (Smith-Gagen, Hollen, Tashiro, Cook, & Yang, 2014). This same study also 
found that having a private area in the workplace to express breast milk [OR (95 % CI) 1.3 (1.1, 
1.7)] and having break time to breastfeed or pump [OR (95 % CI) 1.2 (1.0, 1.5)] were also 
important for infant breastfeeding at six months (Smith-Gagen et al., 2014). 
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The Baby-Friendly Initiative. The Baby-Friendly Initiative is a global effort focused on 
implementing evidenced-based practices that protect, promote and support breastfeeding (WHO, 
2015b). This initiative was launched by the WHO and UNICEF in 1991. Currently there are 269 
US hospitals and birthing centers in 47 states and the District of Columbia that hold the Baby-
Friendly designation (Baby-Friendly USA, nd). In order for hospitals and birth centers to be 
designated as Baby-Friendly, they must adhere to and maintain “The Ten Steps to Successful 
Breastfeeding” (Baby-Friendly USA, nd) (Table 1). The steps address best practices for both 
vaginal and c-section births, as US births are predominantly in hospitals.  
Table 2.  The Ten Steps to Successful Breastfeeding 
1. Maintain and routinely communicate a written breastfeeding policy to all health 
care staff. 
2. Train all health care staff in skills necessary to implement this policy. 
3. Inform all pregnant women about the benefits and management of breastfeeding. 
4. Help mothers initiate breastfeeding within 1 hour of birth. 
5. Show mothers how to breastfeed and how to maintain lactation, even if they are 
separated from their infants. 
6. Give infants no food or drink other than breast milk, unless medically indicated. 
7. Practice “rooming in”—allow mothers and infants to remain together 24 hours a 
day. 
8. Encourage unrestricted breastfeeding. 
9. Give no pacifiers or artificial nipples to breastfeeding infants. 
10. Foster the establishment of breastfeeding support groups and refer mothers to 
them on discharge from the hospital or clinic 
From Baby-Friendly USA  
 
These steps consist of evidence-based practices that increase breastfeeding initiation and 
duration (WHO, 2015b). The improvement in breastfeeding initiation and duration rates as a 
result of the Initiative and Ten Steps vary across developed and developing nations, as cultural 
norms towards breastfeeding are unique, as are individual nation’s laws, the history of 
supporting breastfeeding, and adoption of the International Code of Marketing of Breast-milk 
Substitutes. UNICEF reports on some success stories, highlighting a large success in Cuba where 
the rate of exclusive breastfeeding at four months almost tripled in six years, from 25% in 1990 
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to 72% in 1996 after 49 of the country's 56 hospitals and maternity facilities were designated as 
baby-friendly (UNICEF.org, 2015). The steps are a series of best practices that encourage 
breastfeeding, where commonly found practices that discourage breastfeeding are replaced with 
evidence-based practices proven to improve breastfeeding outcomes (Walker, 2007). The 
designation supports breastfeeding by educating health care providers on the importance of 
breastfeeding, through trainings on breastfeeding best practices and through facilitating changes 
in institutional policies that are conducive to breastfeeding (Fairbank et al., 2000). 
A study conducted by Phillip et al. compared breastfeeding initiation rates from Boston 
Medical Center before and after Baby-Friendly policies were instituted (2006). The study found 
that breastfeeding initiation rates rose from 58% to 86.5%, and among those infants exclusively 
breastfed the rate increased from 5.5% to 33.5% (Phillip et al., 2006). Notably, breastfeeding 
initiation rates among black mothers increased from 34% to 74% (Phillip et al., 2006). Another 
study surveyed 1,085 new mothers on their breastfeeding experiences where Baby-Friendly 
practices were in place. The study focused on five practices of the Ten Steps that mothers would 
have experienced directly and, therefore, could report on: initiating breastfeeding within one 
hour of birth, feeding only breast milk, having the infant stay in the room with their mother, 
encouraging breastfeeding on demand, and not giving pacifiers to the infant (DiGirolamo, 
Laurence, Grummer-Strawn, & Fein, 2001). Results from this study found that only seven 
percent of mothers experienced all five Baby-Friendly practices. Those mothers who did not 
experience any of the five practices were eight times more likely to stop breastfeeding before 
six-weeks, compared with mothers who experienced the five selected practices (DiGirolamo, et 
al., 2001).  
 Facilities with the Baby-Friendly designation have been linked to increases of 
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breastfeeding rates when compared to non-Baby-Friendly facilities (Neifert & Bunik, 2013). 
Even though there is evidence that supportive breastfeeding practices affect breastfeeding 
outcomes, only a small percentage of birth facilities hold the designation or practice some of the 
steps. Although implementing all Ten Steps is the gold standard (Fairbank et al., 2000), 
implementing some steps of the Baby-Friendly practices, particularly giving only breast milk in 
the hospital, beginning feeding within the first hour of birth, and not giving a pacifier, were 
linked to improvements in breastfeeding initiation (Perrine, Scanlon, Li, Odom, & Grummer-
Strawn, 2012).   
Parental Leave 
The Family Medical Leave Act. The FMLA was signed into law in January of 1993 and 
went into effect on August 5, 1993. The Act affects the lives of women as mothers and as 
workers as it was the first federal law providing unpaid maternity leave to women in the US. The 
law mandates that all eligible new mothers receive up to 12 weeks of unpaid leave. Eligibility 
requirements include working for at least 1,250 hours in the past 12 months for an employer with 
at least 50 employees. However, 40% of the workforce is not covered by the FMLA and as it 
only guarantees unpaid leave, many cannot afford to take advantage of the benefit (National 
Partnership for Women and Families, 2013).  
The assumed link between the FMLA and breastfeeding duration is that the FMLA 
actually increases maternity leave taking, as returning to work was the most common reason 
cited for terminating breastfeeding after the infant reached six-weeks old (Schwartz et al., 2002). 
Research shows that women took close to six more weeks of unpaid leave due to the FMLA 
(Rossin, 2011). In a study conducted in 2009, US maternity leave polices were associated with a 
13% increase in maternal leave-taking during the birth month, a 16% increase during the 
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subsequent month and a 20% increase during the second month after birth (Han, Ruhm, & 
Waldfogel 2009). However, these findings show that the FMLA only had an effect on college-
educated and married mothers and had no effect for less-educated and single mothers (Rossin, 
2011).  
Paid Family Leave. The potential impact of establishing paid family leave (PFL) polices 
as a strategy to support breastfeeding families has been recognized by numerous advocacy 
groups, the Institute of Medicine and the Surgeon General among others. Currently only 11% of 
the US workforce has PFL through their employers (National Partnership for Women and 
Families, 2013). This can create a conflict for workers who cannot choose what is best for their 
families and their health because of the need for income and fear of loosing their job.  
Calls for paid leave have been robust, as it has shown promising effects on breastfeeding 
rates in other developed countries. A study evaluated pre and post-reform measures of a 
maternity leave law in Canada, where under the new reform, mothers were granted up to 52 
weeks of job-protected, compensated maternity leave. This study found significant increases in 
breastfeeding duration rates among women eligible for a year’s paid leave, compared to those 
under the previous law which allowed six months of paid leave (Baker & Milligan, 2007). This 
study found that the proportion of women exclusively breastfeeding at six months increased 
between 7.7 and 9.1 percentage points, over 39%, between the pre and post-reform (Baker & 
Milligan, 2007). Further, the authors used instrumental variables to estimate the relationship of 
time away from work with breastfeeding duration and found that breastfeeding increases one-
third of a month with every additional month a mother is not at work (Baker & Milligan, 2007). 
This indicates that breastfeeding duration rates are responsive to time not at work for those 
women who are eligible for maternity leave. 
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In the US, California is the sole state that has enacted a paid family leave law, which took 
affect in July 2004. Under California’s PFL, eligible workers can receive up to six weeks of 
partially paid leave to bond with a new child or to care for an ill family member. In a 2007 
report, PFL was used predominantly by working women for bonding with a new child as women 
filed 80% of claims and 90% were filed for bonding with a new child (Huang & Yang, 2015). 
This same study provided evidence on the improvement of breastfeeding practices in California 
under the PFL program compared to previous rates and other states. Under the PFL, there was an 
increase of three to five percentage points for exclusive breastfeeding through the first three and 
six months, and an increase of 10-20 percentage points for breastfeeding through the first three, 
six and nine months (Huang & Yang, 2015).  
Another study analyzed population survey data to examine how California’s PFL is 
effecting maternity leave. This study found evidence that the new PFL law doubled the overall 
use of maternity leave, with an average increase of three to six weeks for new mothers (Rossin-
Slater, Ruhm, & Waldfogel, 2013). A significant finding in this study was that PFL use had large 
growth for less advantaged groups, of which the largest gain was 10.6 percentage points for 
black mothers (Rossin-Slater, Ruhm, & Waldfogel, 2013). This finding supports the notion that 
low-income mothers are likely to be constrained in their ability to take time off without pay, and 
so are more likely to use paid than unpaid leave. This can potentially reduce disparities in leave-
taking, and ultimately breastfeeding duration rates.  
The Affordable Care Act 
Requirements placed on health insurance plans to support breastfeeding. To better 
support breastfeeding rates and to reduce cost barriers for women who want to breastfeed, the 
ACA requires insurance coverage for breastfeeding supplies and support without co-payments, 
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deductibles or co-insurance. However, in a report on health plan violations of the ACA, the 
National Women’s Law Center found that many plans are not in compliance with the new law. 
Three trends that are preventing women from receiving breastfeeding benefits are insurance 
companies placing restrictions on breastfeeding support and supplies, insurance companies 
lacking a network of trained lactation providers, and some insurers imposing large administrative 
barriers or insufficient coverage that result in women not obtaining breastfeeding support and 
adequate equipment (National Women’s Law Center [NWLC], 2015). 
The Institute of Medicine published data on barriers to breastfeeding and recommend the 
coverage of breastfeeding equipment to increase access for women who want to maintain their 
milk supply when they have other obligations that separate them from their infant, such as work 
or school (2011). In 2011 the Surgeon General’s office published a report to support 
breastfeeding. A significant finding on the need for trained providers was that clinicians admitted 
to not feeling that they have sufficient knowledge about breastfeeding. Further, they self-reported 
having “low levels of confidence and clinical competence in this area” (HHS, 2011, pg 15).  
The National Breastfeeding Center published a Breastfeeding Policy Scorecard, ranking 
the performance of insurance plans based on their published policies for breastfeeding support 
and equipment coverage. Plans were assigned a grade based on the adequacy of their coverage 
and whether insurance companies were meeting their obligations under the ACA (National 
Breastfeeding Center [NBFC], 2014). The Scorecard found that policies vary from covering the 
minimum required to comply with the ACA to policies that fully covered supports and 
equipment (NBFC, 2014). The NBFC attributes this variance to vague language contained in the 
mandate (2014), which alludes to the need for more specificity in the law that requires insurance 
providers to fully comply in order to better support breastfeeding families. 
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Section 7 of the Fair Labor Standards Act. The amendment to the Fair Labor Standards 
Act under the ACA requires employers with more than 50 employees to provide reasonable 
break time in a private place for an employee to express breast milk. Returning to work is cited 
as one of the main reasons women have short breastfeeding duration rates compared to non-
working mothers (Atabay et al., 2015; Heymann, Raub, & Earle, 2013; Attanasio, Kozhimannil, 
McGovern, Gjerdingen, & Johnson, 2013; Schwartz et al., 2002). Research shows that among 
women who expect to work and those that stay at home, breastfeeding initiation rates are similar. 
However, among working mothers, breastfeeding duration rates at six months are lower by nine 
percent compared to mothers who stay at home who had similar initiation rates (Bai & 
Wunderlich, 2013). The decrease in breastfeeding and increase in supplementary feeding is 
attributed to the difficulty of continuing to breastfeed due to workplace barriers. These barriers 
include the lack of paid breastfeeding breaks, whether quality infant care near the workplace is 
inaccessible or unaffordable and if facilities are available for pumping or storing milk (Atabay et 
al., 2015; Heymann, Raub, & Earle, 2013). 
 Heymann, Raub & Earle’s study developed multivariate models to test the association 
between national rates of exclusive breastfeeding with infants less than six months and national 
policy on breastfeeding breaks (2013). They found that the guarantee of paid breastfeeding 
breaks for six months was associated with an increase in 8.86 percentage points for exclusive 
breastfeeding (2013). Bai & Wunderlich used the principle component method to analyze four 
specific areas of workplace lactation support, which included break time, workplace 
environment, technical support, and workplace policy (2015). Of these four areas, technical 
support (r = 0.71, P = .01) and workplace environment (r = 0.26, P = .01) showed significant 
correlation with the duration of exclusive breastfeeding (Bai & Wunderlich, 2015). Technical 
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support includes the availability of a refrigerator, rental breast pumps and on-site day care. 
Workplace environment was defined as how common breastfeeding was in the workplace, 
supervisor and peer support, and a quiet space for pumping. These findings can help guide 
employers and regulators in their work to improve lactation support for working mothers. 
Interview Findings 
Of seven interview requests, five responded and were subsequently interviewed over the 
phone. Respondents have a range of experience in breastfeeding policy and best practices.  The 
interviews ranged in length from 45-70 minutes. All interviews were transcribed by hand and 
coded using thematic organization, which is a flexible and useful research tool that can provide a 
rich and detailed account of the data (Braun & Clarke, 2006). 
Creating a Breastfeeding Culture. All of the respondents discussed the importance of 
shifting the current US culture from one that is ambivalent, if not sometimes offended by 
breastfeeding, towards one that is supportive, understanding and accepting of breastfeeding 
families. Much stigma around breastfeeding comes from the hypersexualization of women’s 
bodies, and what constitutes acceptable embodied behavior. This creates a conflict between what 
health experts deem best for maternal and infant health and conforming to cultural expectations 
regarding “suitable” behavior. One respondent discussed the stigma faced by breastfeeding 
families who are not heterosexual or conform to gender norms and noted that the majority of 
society thinks of breastfeeding as coming from the birth mother, however, other family members 
can use aids to breastfeed, and this behavior is still taboo in mainstream culture. 
Other respondents discussed how policies are one step in the process towards cultural 
acceptability. As more nursing people see others nursing in public, it is slowly integrated into 
society as the norm. “The goal is to see it so you don’t notice it anymore” (Interview 
 23 of 52 
Respondent, personal communication, June 2015). This notion reinforces that any policy attempt 
to create a culture change and support women to continue to breastfeed is a “step in the right 
direction” (Interview Respondent, personal communication, June 2015). 
The Affordable Care Act’s Impact on Breastfeeding Families 
Requirements placed on health insurance plans to support breastfeeding. The ACA 
requires that new health insurance plans provide breastfeeding support, counseling, and 
equipment for the duration of breastfeeding. Interview respondents discussed how nebulous this 
provision of the ACA was, pointing to the problem of the law’s ambiguity, saying it “wasn’t 
specific enough to help payers figure out what they were supposed to do, so they all (payers) 
interpreted it differently and wanted to create something for the minimum amount of money” 
(Interview Respondent, personal communication, June 2015). The result, some payers are in 
compliance with the law, but many are not.  
Support. The problem with noncompliance is of crucial importance for women seeking 
support for their challenges with breastfeeding. Respondents discussed the importance of having 
someone who is knowledgeable and supportive to the mother baby dyad, who does not need to 
be a medical provider, but needs to understand the physiology of someone who just had a baby 
and can address the common problems faced with breastfeeding such as not having enough milk 
or experiencing nipple pain. The lack of trained professionals to offer this support to women was 
cited among all interview respondents, as was the lack of providers that are reflective of all the 
communities in need, creating another barrier to accessing support.  
Further challenges stem from the lack of specificity in the ACA on who or what 
constitutes support or counseling. There is a robust group of lactation consultants in the US, 
however most are not able to receive reimbursements for their services. Although this varies 
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among payers, there are very few who accept lactation consultants into their networks. This 
challenge was further discussed by one respondent who noted, “the process hasn’t been well 
thought out or formulated, so when lactation consultants submit bills they aren’t reimbursed” 
(Interview Respondent, personal communication, June 2015). Adding to this problem is that 
payers claim to have providers in network, referring to their medical providers, and expect them 
to provide this service to the mothers. However, not all providers have the training or expertise to 
do so. 
There are also gaps in guidance for the ACA provision, which has created a lack of 
access to network providers for women seeking support. The law states that if there is no one in 
network, a mother is supposed to be able to go out of network without any out of pocket costs, 
but in most cases, they have to pay or cannot find a provider who can be reimbursed by their 
insurer. Research by the National Women’s Law Center has found that without a medical 
license, a provider cannot contract with a medical insurer for reimbursement. So even a 
registered nurse who is also a lactation consultant with all of the appropriate credentials and 
licenses cannot get on the payers panel for reimbursement. The law’s ambiguity has “left 
insurance companies trying to figure out what the rules are and how to comply” (Interview 
Respondent, personal communication, June 2015). 
A further problem around support is that many providers lack adequate knowledge or 
information on lactation, as most training programs, both midwifery models and medical 
providers, only receive about three hours of training on breastfeeding. This creates a large 
systems gap, as the lack of breastfeeding training does not afford providers enough time to 
understand the breadth of the breastfeeding relationship nor gives them the tools to address a 
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family’s needs. Currently there are no requirements in the ACA that providers receive training or 
ongoing education on lactation.  
 Equipment. This ACA provision also requires that insurers cover the costs of equipment 
for breastfeeding women. Again the law’s lack of specificity is problematic, as it does not spell 
out what supplies “are” aside from a breast pump (Interview Respondent, personal 
communication, June 2015). In most cases, women are issued a manual pump from their 
insurers, which for women returning to work or school, is not adequate for the amount of 
pumping they require. In one respondent’s experience, most insurers require a prescription for an 
electric pump, so for licensed midwives without prescription writing privileges, a referral to a 
medical provider is required, creating an additional barrier to the breastfeeding family. 
Furthermore, most of the electric pumps issued from insurers come from the same national 
clearinghouse, which is creating a backlog and long wait times for breastfeeding families. 
Section 7 of the Fair Labor Standards Act. A new condition under the ACA requires 
employers to provide reasonable break time for an employee to express breast milk for her 
nursing child for one year after the child’s birth and employers are also required to provide a 
private place, other than a bathroom, to express breast milk. Interview respondents cited current 
challenges that this new requirement is facing. The first is around education for both employers 
and for employees. Another challenge is centered on the enforcement of the law. Respondents 
were hopeful that in the long run this law would impact breastfeeding duration rates, making it 
possible for working mothers to continue to breastfeed after returning to work without fear of 
loosing their job. 
Another issue highlighted by respondents was the lack of knowledge on the law and the 
benefits of breastfeeding. One interviewee described the problem that many employers do not 
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know that the law exists or feel overwhelmed with compliance. Employers need to know that 
they “don’t have to knock down walls, that there are clever ways to comply, like setting up a 
curtained private area. There are lots of ways to manage it so it isn’t a burden on the employer” 
(Interview Respondent, personal communication, June 2015). Further information on the benefits 
of breastfeeding might help businesses be more nursing friendly. Currently there are a lot of 
barriers in public education on what breastfeeding is and why it is important.  
Babies are less ill, so mothers miss less work. When mothers are supported it creates a 
sense of loyalty to their employer and women are more productive. The benefits extend 
not only to the infant but also to the mother (Interview Respondent, personal 
communication, June 2015). 
The lack of enforcement of the law is also problematic. Currently if a worksite or 
employer is not in compliance, the onus is on the breastfeeding mother to file a complaint. 
However, there is a gap among women employees even recognizing that they have the ability 
and the voice to speak out, so that even when women are aware, they are often intimidated to 
voice a complaint for fear of retribution. Even when a complaint is filed, currently there are “no 
teeth” in the law to force an employer to follow through on the provision or provide flexible 
breaks (Interview Respondent, personal communication, June 2015).  
Gaps under the ACA. Although the ACA has provided some profound steps towards 
supporting breastfeeding families, many are still unable to benefit from this provision. Currently 
women who are in traditional Medicaid or on pregnancy Medicaid are not under the reach of this 
provision. As lactation services are not specifically mentioned in the Medicaid statute, not all 
states reimburse lactation services as pregnancy-related services and states vary widely in the 
amount and scope of coverage they provide for lactation services, including support and 
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equipment. There is a recommended intervention to promote breastfeeding with supporting 
federal dollars, however no state has taken this measure. This presents a major systems gap as 
the need to insure everyone has access to these benefits is paramount, especially as pregnancy 
Medicaid and traditional Medicaid tends to serve the more vulnerable members of society.  
Baby-Friendly Initiative. All interview respondents discussed how the Baby-Friendly 
Initiative was an important development towards supporting breastfeeding rates in the US. The 
Ten Steps laid out by the initiative are evidenced-based to promote early mother-baby bonding 
which is crucial for breastfeeding initiation. When asked about important practices for 
supporting breastfeeding initiation, one respondent stated most clearly “Do not separate mother 
and baby” (personal communication, 2015). Step four of the Baby-Friendly Initiative is to help 
mothers initiate breastfeeding within one hour of birth. This same respondent explained that 
breastfeeding initiation is a “biological imperative”, infants know how to breastfeed and when 
given the opportunity, by not separating them from their mother for at least the first hour after 
birth, they are able to initiate the breastfeeding relationship under most circumstances (personal 
communication, 2015). The biological imperative is the intuitive need that infants have for their 
mother for survival. After birth, breastfeeding continues the reproductive cycle as it provides 
developmental support for the infant and helps resolve maternal pregnancy-based physiological 
changes (Leibert, 2008). Breastfeeding is the link between mother and infant on the 
intergenerational reproductive health and nutrition continuum (Labbok & Nakaji, 2010) and as 
human milk is a species-specific food, it is the optimal source for infant feeding and has adapted 
throughout human existence to meet the nutritional and anti-infective needs to insure optimal 
development and growth (Riordan, 2014). It is so specific that the composition of breast milk 
changes postpartum to match the changing needs of the growing infant (Fanaro, 2002).  
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Although the Baby-Friendly Initiative has been recognized nationally as an important 
step for hospitals and birth centers to embrace and increase breastfeeding rates, there are 
challenges around credentialing such as the cost of the training program for hospitals to obtain 
the designation. The cost for the training program alone is $2,000 and this is in addition to the 
costs of developing internal policies that meet the requirements, training staff, and education for 
the institution. A disincentive for hospitals is that under the designation, they are no longer 
allowed to receive free formula samples from insurance or formula companies, so the cost of 
purchasing formula is on the institution.  
Efforts to support the designation of hospitals as Baby-Friendly or practices of the 
initiative exist. The Joint Commission has implemented a new perinatal care measure for those 
institutions with over 1,100 births a year. The measure focuses on rates of exclusive 
breastfeeding and what practices hospitals have adopted towards this outcome. However, as 
many hospitals have a much smaller caseload, they are exempt from this quality care measure. 
Financial supports for hospitals to achieve the Baby-Friendly designation are in place and some 
states are beginning to implement their own standards based on the Baby-Friendly Initiative.  
Paid Family Leave. All interview respondents discussed the importance of family 
bonding to support the breastfeeding relationship. In 2010, nationwide breastfeeding initiation 
rates were high compared to duration rates to six months, 76.5% compared to 16.4% (CDC, 
2013). According to respondents, going back to work is one of the main obstacles for 
maintaining the breastfeeding relationship. Challenges stem from separation of mother and infant 
and not feeling comfortable pumping at work. Systemically, lack of paid family leave was cited 
by respondents as one of the largest barriers to breastfeeding duration rates. 
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Returning to work is especially challenging for those with the lowest wage earning 
positions as they typically “have a hard time finding their voice for their legally protected rights” 
(Interview Respondent, personal communication, June 2015). In situations where women feel 
they have to make the choice between the possibility of loosing their job or supplementing their 
breastfeeding, most choose to supplement, leading to shorter duration rates. This dynamic 
“creates a pervasive system of injustice” (Interview Respondent, personal communication, June 
2015).  
Respondents discussed how not all families benefit from the FMLA. One problem is that 
low wage earners cannot afford to take the unpaid leave guaranteed by the FMLA, so they have 
to return to work to provide for their families. Another issue is that not all employees are eligible 
for FMLA or they work for employers who are not covered by the Act. The eligibility 
requirements for leave under the FMLA eliminate many workers from the benefit. 
Empowering Families and Communities. A common thread throughout the interviews 
was the need to honor, support and respect families. Discussions centered on the need to focus 
more on self-determination for families, supporting low income families, families of color, teen 
parents or others who may be disenfranchised from mainstream culture. These practices could be 
supported through institutional, state and national policy changes.  
One respondent described how “promoting physiological birth for low-income women 
increases rates of breastfeeding” (personal communication, June 2015). This stems from the 
midwifery model of care where a large part of the process is centered on self-determination of 
the birth process and of parenting and supporting breastfeeding. By creating a power shift, so 
that parents are the decision-makers for their births, they feel empowered to make more 
decisions for their families, including the decision to breastfeed. “When birth happens to you, 
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there is no sense of self-determination, which impacts the breastfeeding relationship” (Interview 
Respondent, personal communication, June 2015). The medicalization of birth has taken much of 
the power away from families and placed it in institutions. When hospitals adopt practices such 
as the Baby-Friendly Initiative, or when birthing alternatives are available for families, at birth 
centers or in their own homes, power can be reclaimed by the families to make the decisions that 
are best for the infant’s and mother’s health. 
Another respondent spoke candidly about many of the issues facing those she works with. 
When discussing paid leave as an issue impacting breastfeeding rates, she noted that most of her 
families would consider it a privilege to have a job, or to even have the debate about paid or 
unpaid leave. She went on to discuss the vast discrimination many families face, so that 
breastfeeding is not even on their radar. Joblessness, prejudice against those who have been 
incarcerated, or stigmas faced by teen mothers create multiple barriers to breastfeeding for 
families; “Shame and stigma only push people farther from the support they need” (Interview 
Respondent, June 2015). Two respondents discussed the barrier that low-income people and 
people of color face of accessing information on birth and parenting options. As African 
American and American Indian women have the highest rates of infant mortality and maternal 
mortality rates in the nation, access to birth centers is crucial. “As mortality and c-section rates 
are lower, this leads to less complications in the birth as typically there are less interventions, so 
the breastfeeding relationship is easier to initiate and support” (Interview Respondent, personal 
communication, June 2015).  
 Respondents also discussed the impact of institutional racism on breastfeeding rates. As 
low-income women and women of color have lower breastfeeding duration rates, stereotyping 
from providers or support services can happen.  
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If you are a teen mom, or a woman of color and need support from a physician who has 
15 minutes to see you, addressing nipple pain or a clogged duct may not happen, or they 
may not have the training to do so. As the provider may assume that the client is going to 
end up supplementing (with formula) anyways, it’s easier to just encourage her to quit 
breastfeeding in the visit, rather than addressing the problem she is having” (Interview 
Respondent, personal communication, June 2015).  
Another issue identified by several respondents was the dearth of trained people of color 
who could become birth workers, peer counselors and lactation consultants. As the peer educator 
model has been identified as being effective for maintaining the breastfeeding relationship, 
having those educators be “representative of the population that have struggles can be really 
helpful” (Interview Respondent, personal communication, June 2015).  
Discussion 
 Breast milk has been identified as the best source of infant nutrition, as it provides 
immunologic protection and offers health benefits to mothers as well (AAP, 2005). Based on 
relatively high initiation rates, most mothers in the US want to breastfeed and try (CDC, 2013). 
However, two-thirds of mothers begin supplementing with formula within three months of birth 
and more than half of mothers do not meet the recommended duration of exclusive breastfeeding 
for six months (HHS, 2011). The provisions to address breastfeeding in the ACA provided a 
great step towards removing the barrier of cost and increasing access to needed support and 
equipment. However, these are just a couple components in the spectrum to support women in 
breastfeeding initiation and duration as highlighted by the literature review and primary data. An 
ecological approach to addressing breastfeeding barriers is needed to reduce the inequities in 
health care quality experienced by mothers and babies, to improve the support that families 
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receive in employment, institutional and community settings, and to bolster the polices that are in 
place to support breastfeeding.  
Inter and Intrapersonal Support 
 As discussed in the interviews, empowered mothers and families are more successful in 
meeting their breastfeeding goals. Work to increase self-determination and self-efficacy through 
the pre, intra and postnatal experience can better equip families to handle the barriers associated 
with breastfeeding. Providers can offer more accurate information to families, as qualitative 
research with mothers demonstrated that information about breastfeeding and infant formula is 
rarely provided during their prenatal visits (HHS, 2011). Most mothers assume that breastfeeding 
will be an easy, natural process, but there is a lot of learning to be done for the relationship to be 
established. This creates an incongruity between expectations about breastfeeding and a mother’s 
early experience, which has been identified as a key reason many mothers stop breastfeeding 
within the first two weeks (Mozingo, Davis, Droppleman, & Meredith, 2000). 
 Further supports from peer advisors and family members have strong implications for a 
successful breastfeeding relationship (Anderson, Damio, Young, Chapman, & Pérez-Escamilla, 
2005). For Black and Latina mothers, a study was conducted that found a behavioral education 
intervention, centered on the postpartum experience, was effective for increasing breastfeeding 
durations among low-income, self-identified black and Latina mothers during the six-month 
postpartum period (Howell, Bodnar-Deren, Balbierz, Parides, & Bickell, 2014). Those mothers 
who were part of the intervention breastfed longer than mothers who were not (median 12 weeks 
compared to 6.5 weeks), and mothers in the intervention were less likely to quit breastfeeding 
within six months (Howell et al., 2014). Partners and fathers, as well as other family members, 
have a strong role in supporting the breastfeeding relationship, providing a source of tangible, 
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emotional and informational support. One study found that across its focus groups, comprised of 
field-based professionals and community members supportive of breastfeeding, all participants 
identified perceptions of breastfeeding from family members, friends, and co-workers as 
influencing a mother’s decision to breastfeed (Dunn, Kalich, Henning, & Fedrizzi, 2014). 
    Policies to support the training of providers in lactation and to incentivize peer-
counseling programs could have large implications for increased breastfeeding initiation and 
duration rates. Policies and programs should target informal social networks and include partners 
to increase their education in the importance of breastfeeding and how they can be supportive to 
the mother baby dyad. 
Institutional Support 
 Hospitals. As hospitals are the dominant places of birth in the US, this section will focus 
on hospitals as the institution for change. In the Surgeon General’s A Call to Action to Support 
Breastfeeding, barriers to quality care were cited as significant in influencing a mother’s decision 
to breastfeed (2011). This report cited a recent survey of pediatricians, showing that many 
believe the benefits of breastfeeding do not outweigh the challenges that may be associated with 
it, and “they reported various reasons to recommend against breastfeeding” (HHS, 2011, p.15). 
This is problematic as a provider who is ambivalent about breastfeeding or who feels 
inadequately trained to assist patients with breastfeeding “may be unable to properly counsel 
their patients on specifics about breastfeeding techniques, current health recommendations on 
breastfeeding, and strategies to combine breastfeeding and work” (HHS, 2011, p.15). The need 
for increased provider training is evident as discussed in the primary data by respondents and 
from findings in the literature review. 
An evidenced-based strategy to help address this barrier is mandating hospitals to have 
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the Baby-Friendly designation, which includes lactation training for all staff, including 
physicians. As the Baby-Friendly Hospital Initiative practices improve a mother’s chance of 
breastfeeding beyond 6 weeks, there is a strong imperative to work with hospitals so they 
increase the adoption of its practices (DiGirolamo, et al., 2001). As the aggressive marketing of 
formula samples impacts breastfeeding maintenance, delivering in a hospital where polices are in 
place to restrict this is important for a mothers, and this is also monitored by the Baby-Friendly 
Initiative. There are potential benefits of the Baby-Friendly status that hospitals can experience. 
The Joint Commission looks favorably upon voluntary efforts to improve patient care and 
services and hospitals may benefit from cost containment as increased breastfeeding rates are 
likely to lead to improved health, resulting in less emergency department visits (Walker, 2007).  
 Place of work. Based on the literature review and primary data, returning to work creates 
a barrier for women to continue to breastfeed. Polices in the workplace can support breastfeeding 
by guaranteeing breaks for pumping in private and clean areas with access to refrigeration for 
storing breast milk (Ataby et al, 2015). Worksites can establish internal policies to help create an 
environment that is supportive of breastfeeding so that coworkers and supervisors can also 
understand the challenges associated with returning to work and maintaining breastfeeding (Bai 
& Wunderlich, 2015). It is important to not only consider how the ACA mandate may better be 
enforced to address the needs of breastfeeding workers, but also to focus on ways in which 
workplaces can become more breastfeeding friendly. These provisions might include part-time 
work, job-sharing, phase back, flex-time, and on-site and near-site day care. These measures 
might encourage working women to initiate and continue breastfeeding. 
Community Support 
 Social and cultural norms can create barriers to the breastfeeding relationship. When 
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breastfeeding is perceived as taboo, it can impact a woman’s choice to initiate or continue 
breastfeeding (HHS, 2011). To counter stigmatization and to support breastfeeding families, 
practices at the community level can work to shift the current norm towards one that is pro-
breastfeeding. Identified strategies include building and engaging a community coalition of 
breastfeeding advocates that might facilitate trainings and events in support of breastfeeding; 
including an evidence-based community plan that promotes breastfeeding into community health 
assessments; ongoing data collection and dissemination on current breastfeeding efforts in a 
region or state; creating and maintaining the infrastructure for mother-to-mother counseling 
groups; and using community-based organizations to promote breastfeeding through their 
programs with families (Dunn, Kalich, Henning, & Fedrizzi, 2014; HHS, 2011). 
Policy 
 As policy has the largest impact on whole populations, it is the level where changes can 
be made to address the needs of many members of society. Clarifications and proper 
enforcement of current policies, so that they are implemented how they were intended to be, is a 
first step towards bolstering those polices that are already enacted to support breastfeeding. 
Additional policy support can come from extending paid breastfeeding breaks to all employees, 
advocating for paid family leave and shaping institutional polices that impact providers.  
In countries where laws guarantee breastfeeding breaks at work, there is a greater 
percentage of women who practice exclusive breastfeeding (Heymann, Raub, & Earle, 2013). 
Although the ACA included a mandate towards this, it only impacts those places of employment 
with more than 50 employees, so extending this mandate to all employers would increase the 
benefit to more working mothers.  
 As demonstrated in this study’s findings, there is a clear need for paid leave so that all 
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working families can take advantage of the benefit, not just those who can afford the unpaid 
leave currently offered under the FMLA. Paid leave would have multiple healthful effects 
allowing the mother paid time off to recover from childbirth, it can promote child health and 
development by allowing more time for the mother to bond with the new baby, and it can support 
the breastfeeding relationship (Ruhm, 2011). 
 As there is a clear need for practices that support the breastfeeding relationship in 
medical institutions, legislation could be enacted allowing insurers to increase their 
reimbursement costs to those institutions with the Baby-Friendly designation (Walker, 2007). 
Pay for performance measures could also be encouraged, so that those Baby-Friendly practices 
resulting in longer duration and exclusivity of breastfeeding are reimbursed at a higher level 
(Walker, 2007).  Pressure on credentialing bodies to include more lactation training for providers 
could also be included in the ACA mandate.  
Public Health Leadership 
Public health works to improve and protect the health of individuals, families and 
communities. In A Call to Action to Support Breastfeeding, the Surgeon General discusses the 
importance of breastfeeding as one of the most highly effective preventive measures a mother 
can take to protect the health of her infant and herself (HHS, 2011). Given the extensive health 
benefits to such a large portion of society, employing the public health approach towards 
increasing breastfeeding rates is warranted, within the framework of the SEM as discussed 
previously. The public health model is a four-step process that can be used to investigate and 
understand the causes and consequences of infant’s not being breastfed for the recommended six 
months. The first step is do define and monitor the problem; the second step is to identify risk 
and protective factors; the third is to develop and test prevention strategies; and the fourth step is 
 37 of 52 
to assure widespread adoption. Public health leadership is poised to play a large role in this 
process as leaders are trained to work with multiple and diverse stakeholders, resolve problems 
across many authorities, and work with others to garner sustainable solutions that often require 
societal changes, all the while providing full transparency in the process. Leaders also educate 
stakeholders about evidence-based policies and propel their adoption into community and 
institutional practices, leaders work to better align medicine and public health and to improve 
health outcomes through sustainable system changes.  
The results of this study demonstrated that breastfeeding rates are currently being 
impacted by assessment, policy development and assurance, which are the three core functions 
of public health. To be most effective, public health programs and efforts must include all three 
functions to assure a systematic approach towards meeting public health goals (Turnock, 2012). 
To meet the overall breastfeeding objective of Healthy People 2020, to increase the proportion of 
infants who are breastfed (Healthy People 2020, 2015), it is essential that public health leaders 
return to the core functions of their work to insure success. There are multiple federal agencies 
that have developed programs on breastfeeding and others have programs that affect 
breastfeeding indirectly. The work of these agencies is valuable, however, there is no formal 
process for coordinating breastfeeding initiatives, to reduce duplication or to identify gaps in 
current programs (HHS, 2011).  
Conclusion 
The study question of what polices have been enacted in support of breastfeeding and 
whether they are effective at increasing breastfeeding rates was investigated through primary 
data, in the format of interviews with content and policy experts, and through the review of 
secondary data from relevant articles. Primary and secondary data confirmed similar findings, 
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highlighting many of the same barriers and opportunities of breastfeeding duration rates to the 
recommended six months. Further, the results supported what has been documented by the 
Surgeon General’s A Call to Action to Support Breastfeeding, which found a strong need for 
advocacy and policy work to strengthen efforts from the individual to policy arena in support of 
breastfeeding (HHS, 2011). Reported themes that negatively affect a mother’s decision to 
breastfeed include misinformation on breastfeeding, lack of provider support, and workplace 
barriers. Reported themes that positively influenced a mother’s decision to breastfeed were self-
determination, family and provider support, peer counseling, a work environment supportive of 
breastfeeding, and clinical practices that support the breastfeeding relationship and the mother-
baby dyad. Opportunities to support breastfeeding rates include clarifying and enforcing existing 
regulations, advocating for a national paid family leave program, a mandate that hospitals adopt 
clinical practices supportive of breastfeeding, and support for peer counselor programs.  
There are many factors that influence a woman’s and her family’s decision to breastfeed. 
This paper had a limited focus on policies that are a factor, and other areas that impact 
breastfeeding rates were not investigated. A more in depth review of state policies is warranted, 
as is a review of the impact of the American Pediatric Association’s stance on not supporting co-
sleeping, and the impact of bottle-feeding expressed breast milk could supplement data on 
breastfeeding rates and provide a larger picture on breastfeeding relationships.  
The use of the SEM framework to identify policies that could support breastfeeding 
families across all levels was insightful, and presented policy changes that could affect all levels 
of the SEM. However, further research into the impact of super structural levels on breastfeeding 
barriers is warranted, as institutional racism and other social inequalities impact breastfeeding 
rates, access to breastfeeding support and access to credentialed lactation consultants.  
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A limitation of this study is that the principal investigator solely conducted the literature 
review and thematic organization. In order to limit bias, most qualitative studies that use the 
same methods as employed in this paper, are conducted by more than one investigator. 
Furthermore, the qualitative research of this study was not verified or validated by a third party. 
Recommendations 
There is a clear public health imperative to support breastfeeding families. The 
preventative health benefits to infant and mother warrant the input of energy and resources to 
research, policy promotion and program development towards increasing breastfeeding rates. 
From a policy lens, multiple areas would benefit from the advocacy of public health leaders. 
Under the ACA, new regulations could require that providers receive training or 
education on lactation. Policy changes and regulation changes could stipulate continuing 
education for providers on lactation for proper reimbursement under the ACA’s new health plans 
and expanded Medicaid plans. Additionally, the support and equipment provision should extend 
to all Medicaid plans, not just the expanded plans, so that all women and families have access to 
this benefit.  
As workplace barriers were cited amongst primary and secondary data sources as a 
reason many mothers stop breastfeeding, workplace supports are a strong recommendation. This 
includes better enforcement of Section 7 of the Fair Labor Standards Act under the ACA, 
requiring workplace accommodations for breastfeeding mothers. Currently only those employers 
with 50 or more employees are subject to the new law, so extending it so all working women are 
covered, regardless of their employer’s number of workers is needed. Education on the law for 
employers is crucial so that they can comply with the law. A top down and bottom up approach 
is required for the full enforcement of the law. Even though the onus of compliance rests on 
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employers, insurance regulators and the Department of Labor need to know when a company is 
not complying with the law, and need to take complaints very seriously, requiring working 
women to advocate for their rights. Advocacy from women is important to give voice to the 
problem and to amass evidence that the law needs to be brought into compliance. Further 
recommendations rest at the institutional policy level with acceptance from the workplace. This 
can be built into the wellness program of the employer and spelled out in the benefits, so that 
breastfeeding mothers and other employees do not think that they are an exception to the rule or 
that they do not belong in the work place.  
As most babies are born in hospitals, and proper breastfeeding initiation lays the 
foundation to a successful breastfeeding relationship, the Baby-Friendly Initiative should be 
adopted in all hospitals and maternity care departments. A national mandate that all hospitals 
work towards receiving the Baby-Friendly designation, or demonstrate quality improvements on 
breastfeeding initiation rates by employing the steps linked most closely with increased 
breastfeeding rates should be encouraged, if not required. Additionally, systemic changes to 
support smaller hospitals, both monetarily and with technical assistance, can be emplaced to aid 
them in their application to becoming a Baby-Friendly institution. 
As women cite returning to work as a barrier to their breastfeeding durations, public 
health leaders should seriously consider supporting a national paid family leave program. Not all 
families benefit from the FMLA as low wage earners cannot afford to take the unpaid leave 
guaranteed by the FMLA, and not all employees are eligible for FMLA or they work for 
employers who are not covered by the Act. Paid family leave could afford all families the time to 
develop critical healthy relationships with their infant and provide the time needed to develop a 
solid foundation on which parents could go back to work without compromising their 
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breastfeeding goals. 
As discussed by interview respondents, families and communities need a stronger voice. 
National policies need to be translated into community policies that are effective for the most 
marginalized in our society. Finding ways to support the practice of midwifery, birthing options 
other than hospitals, and pathways for more people of color to become providers are a step in the 
right direction. An interview respondent commented that most “policies come from a national 
standpoint or from access and privilege” (personal communication, June 2015). As such, policies 
do not always support community programs or bolster needed community, state or institutional 
policies. A larger representation of people and women of color in the supporting role, such as 
providers, nurses or lactation consultants, would better translate to women of color and may be 
able to help maintain longer breastfeeding duration rates.  
Low-income people and people of color need to have access to and information on birth 
and parenting options. The licensing in all states of Certified Professional Midwives (CPM), who 
are specialists in birth outside of the hospital, is one approach that would be effective for 
empowering families. Currently CPM are legally authorized to practice in 28 states while 13 
states have pending CPM legislation, 4 states are planning CPM legislation, and 5 states are 
organizing advocacy efforts (Midwives Alliance of North America, nd).  
Public health leadership is pivotal towards any efforts to increase breastfeeding rates and 
through the public health core functions of assessment, policy development and assurance, can 
provide the support needed to foster collaboration across agencies and to address other barriers to 
breastfeeding.  
A basic component of assessment is to monitor the health of the population. Although 
breastfeeding rates are increasingly being monitored, more data for those populations with lower 
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rates of breastfeeding is needed to better analyze their experienced barriers. Additionally, the 
limited number of staff in state health departments who are responsible for breastfeeding 
activities, except for within the WIC program, speaks to the need for basic coordination and 
monitoring of services (HHS, 2011). Current and comprehensive data on breastfeeding rates 
across all demographics will facilitate public health leaders ability to diagnose and investigate 
barriers and can foster quality evaluations into the effectives, accessibility and quality of any 
services aimed at increasing breastfeeding rates.   
The core function of policy development was highlighted as crucial in this study by both 
primary and secondary data. An aspect of policy development is to enforce laws and regulation 
that protect and ensure safety. The lack of enforcement of current laws, specifically around 
workplace accommodations and the provision of support and equipment under the ACA, 
highlights the need for more public health leadership involvement to support the enforcement of 
these new regulations. Policy development also calls for polices and plans that support both 
individual and community healthy. By basing future policy development efforts on the literature 
that clearly identifies the need for paid family leave, public health leaders may better be able to 
support those working mothers and families who are currently unable to benefit from the unpaid 
leave guaranteed by the FMLA. Lastly, more research is needed to better understand how to 
support families with their breastfeeding goals. Under policy development, the evaluation of 
current polices, both state and nationally, may guide future policy developments towards those 
solutions that are most effective for families.  
The results of this study clearly showed that there is a crucial gap of knowledgeable 
providers to support and inform breastfeeding families. A component of the function of 
assurance is to both link people to needed health services and to assure a competent public health 
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and personal health care workforce. With the support of public health leaders, institutions may be 
able to strengthen the current workforce and the training of providers towards being well 
informed, educated and empowered to address barriers to breastfeeding. Also assuring that those 
evidenced-based interventions, such as peer support counselors are funded and robust can impact 
breastfeeding rates. Further support of the Baby-Friendly Initiative as a national campaign may 
bolster breastfeeding rates. 
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Appendix 1: Interview template and fact sheet 
 
Hello    , thank you so much for taking the time to talk with me today. 
 
Before we begin, I would like to provide you with some introductory information about 
my project. I am enrolled in the Public Health Leadership MPH Program at the University of 
North Carolina, Chapel Hill. I am conducting research as part of my Master’s Paper.  
I have asked to interview you because of your knowledge of policies and practices that promote 
breastfeeding. I am interested in your views about polices that have positively impacted this 
healthful behavior and what else could be addressed through policy. 
 
My faculty advisor is Cheryll Lesneski, who is a faculty member of the UNC Gillings 
School of Global Public Health. The intent of this analysis is to help policymakers understand 
how current breastfeeding promotion practices came into place and what future policy efforts 
should be promoted to support this behavior. 
 
This interview has several open-ended questions. The interview should last from 20 
minutes to an hour, depending on the availability of your time and what you would like to share 
with me. I would like to record this interview on a digital voice recorded, but I will not record 
this interview without your permission. If you do no grant permission for this conversation to be 
recorded, you have the right to revoke recording permission and/or end the interview at any time. 
I will transcribe the interview and provide you with a copy of the transcript. If you have any 
questions about the research now, please feel free to ask. If you have questions later, you may 
contact me by phone at (575) 587-1723 or by email at abissell@live.unc.edu.  
 
Risks and Benefits: I know of no risk to you from completing this survey. While you may 
not benefit personally from this survey, I believe you will be helping the larger health care 
community by enabling the understanding of the importance of breastfeeding promotion policies. 
 
Before we continue, would you please agree to any or all of the statements I’m about to read? 
 I AGREE o have this interview tape recorded with a digital voice recorder. 
 I GIVE PERMISSION for the following information to be included in 
publications resulting from this study: 
 My name  
 My title 
 Direct quotes from this interview 
 
           
Participant Name    Date 
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1. Please describe your position for me, and to what extent you are currently involved with 
breastfeeding policy and/or practices. 
2. The Right to Breastfeed Act was passed in September 2009 and states "Notwithstanding 
any other provision of law, a woman may breastfeed her child at any location in a Federal 
building or on Federal property, if the woman and her child are otherwise authorized to 
be present at the location." How has this initial policy paved the way for breastfeeding 
promotion and other policies? 
3. The ACA amended section 7 of the Fair Labor Standards Act, which now requires 
employers to provide reasonable break time for an employee to express breast milk for 
her nursing child for one year after the child’s birth and employers are also required to 
provide a private place, other than a bathroom to express breast milk. 
a. What impact on nursing do you think this provision will have? 
b. Do you know how well this provision is or isn’t being implemented/enforced? 
4. Health insurance plans from the health exchange must provide breastfeeding support, 
counseling, and equipment for the duration of breastfeeding.  Do you know of women 
who are having challenges receiving the support and or equipment they need? 
5. What lactation support services are reimbursable under Medicaid and/or private insurance 
plans?  
6. Are lactation services easily reimbursed (by insurance plans and/or Medicaid)?  Are 
consultants easily able to obtain credentialing for reimbursement? 
7. Is a referral required for a lactation consultation? If so, has any work been done in the 
medical community to educate providers on when and where to refer?  
8. What is the overall impact of reimbursement and referral policies? How is this impact 
nursing mothers? 
9. Based on your experience and knowledge, which state policies best promote 
breastfeeding initiation and maintenance?  
a. Which national policies? 
10. What practices best promote breastfeeding initiation and maintenance?  
11. What policies would best support these practices?  
12. What is your knowledge on Baby friendly hospitals?  
a. How could this certification further promote breastfeeding? 
13. Who are the current stakeholders most influential in developing polices to promote 
breastfeeding? 
14. Studies show that women who have a low socio-economic status face the greatest barriers 
to sustaining breastfeeding. Do the policies we’ve been discussing impact these women, 
the women who most need the support? 
a. Why or why not?  
b. What policies could be enacted that would better target the women who are not 
initiating or maintaining breastfeeding past the 6 month recommendation? 
15. Is there anything else you’d like to share regarding what policies could better support 
nursing mothers and what next steps are needed? 
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Appendix 2: National and State Breastfeeding Rates 
 
Breastfeeding Rates 
State 
Ever 
Breastfed 
Breastfeeding at 6 
months 
Breastfeeding at 12 
months 
Exclusive breastfeeding at 
3 months 
Exclusive breastfeeding at 
6 months 
U.S. National 79.2 49.4 26.7 40.7 18.8 
Alabama 67.3 32.1 11.8 26.6 13.2 
Alaska 87.3 64.3 42.5 51.6 27.6 
Arizona 81.6 47.8 23.9 37.5 18 
Arkansas 67.1 32.3 13.5 29.1 10.3 
California 92.8 63.1 38.4 56.1 25.4 
Colorado 81 55.2 29.3 50.3 25.8 
Connecticut 83.3 51.4 27.5 36.9 19.2 
Delaware 65.7 34.4 16.8 31.7 13.2 
Dist of Columbia 77.6 53.1 30 37.6 17.3 
Florida 77 48.7 26.9 38.9 18.3 
Georgia 70.3 40.1 20.7 27.2 14.5 
Hawaii 89.5 61.5 36.5 48.5 26.4 
Idaho 84.4 56.8 30.5 40.2 24.8 
Illinois 77.4 47 26.1 38.1 18.2 
Indiana 74.1 38.6 21.5 35.7 18.1 
Iowa 82.1 51.6 28.9 41.2 20.1 
Kansas 77.4 40.3 22.5 37.4 11.4 
Kentucky 61.3 31.5 22.8 28.9 14.2 
Louisiana 56.9 30.3 12.6 25.3 13.4 
Maine 81.7 50.5 29.2 48.6 24.7 
Maryland 79.8 60.1 29.4 43.6 23.1 
Massachusetts 81.4 53.7 24.9 36.8 17.5 
Michigan 75.3 46.6 23.3 40.5 16.2 
Minnesota 89.2 59.2 34.6 48.5 23.5 
Mississippi 61.5 28.9 10 28.8 10.1 
Missouri 67.9 42.1 20.2 32.5 14.1 
Montana 91.2 50.7 25.5 53.4 19.3 
 47 of 52 
Breastfeeding Rates 
State 
Ever 
Breastfed 
Breastfeeding at 6 
months 
Breastfeeding at 12 
months 
Exclusive breastfeeding at 
3 months 
Exclusive breastfeeding at 
6 months 
Nebraska 82.4 46.1 25.8 46.5 20.2 
Nevada 80.9 45.3 22.7 43.9 18 
New Hampshire 86.4 57.6 32.9 51.7 27 
New Jersey 81.6 56.2 30.9 39.6 22.3 
New Mexico 76.9 45.9 28.3 43.1 16.1 
New York 80.5 55.8 31.3 37.1 16.9 
North Carolina 77.2 48.3 24.5 42.6 20.7 
North Dakota 82.4 55.4 26.5 53.9 22.5 
Ohio 70.1 42.1 21.6 35.5 15 
Oklahoma 71.2 38.4 22.6 35.5 15.5 
Oregon 91.9 64.4 40.2 52.1 25.8 
Pennsylvania 72.9 45.7 26.1 34 15.3 
Rhode Island 79.7 47 22.2 42.8 19.3 
South Carolina 73.4 37.4 14 32 13.4 
South Dakota 77.7 45.6 18.3 42 15.9 
Tennessee 74.9 40.7 20.9 39.1 15.4 
Texas 78.4 42.9 20.9 38.9 16.8 
Utah 89.6 63.1 40.7 53.2 20 
Vermont 90 66.5 45.3 60.5 29.6 
Virginia 80.5 53.7 27.4 38.3 22.9 
Washington 91.8 64.2 35.3 46.8 20.3 
West Virginia 59.3 29.3 15.9 28.3 12.2 
Wisconsin 83.5 54.9 26.2 48 21.4 
Wyoming 87.6 56.6 30 43.6 16.2 
 
 
From the Centers for Disease Control and Prevention, Breastfeeding Report Card, 2013. 
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